Nodular fasciitis is a reactive proliferation of fibroblasts/ myofibroblasts characterized by a rapidly growing non-tender subcutaneous mass and subsequently self-limited course. [1] [2] [3] [4] It is commonly found on the upper extremities, face, and shoulder, although it may occur in any superficial location.
solitary intramedullary oval lesion (4.5 x 2.1 x 2.1cm) was found within the metadiaphysis of the right femur (Figure 1 ), radiologically most consistent with fibrous dysplasia.
Given the rapid growth of the lesion and the concern for malignancy, the patient underwent surgical resection of the lesion. Following a vertical 5 cm incision in the medial left thigh, a 3 cm lesion was found to be deep to, but adherent to the overlying gracilis muscle tissue. The lesion was mobilized off of the muscle using blunt and sharp dissection. The obturator nerve was identified running both to and from the lesion, with obturator nerve fascicles (identified electrically as evoking contraction of the gracilis and adductor musculature) being intimately woven through the peripheral aspect of the lesion (Figure 2 ). At the inferior border of the lesion, a portion of the anterior branch of the obturator nerve trunk appeared to be slightly medial and somewhat posterior to the lesion itself, but the gracilis nerve branches were still quite intimately involved.
No intraoperative biopsy for frozen section was taken as the tumor appeared intraneural and was relatively well-defined. An incision was made through the lesion in a fascicle-free zone and the lesion was debulked internally. This was done in piece-meal fashion due to the rubber-like consistency of the tumour and because of the very intimate involvement of obturator nerve fascicles. A very extensive but sub-total resection was achieved. The tumour tissue was sent for histopathological examination.
Microscopic examination showed typical features of nodular fasciitis, with spindle cell proliferation set in a loosely textured mucoid matrix, and scattered chronic inflammatory cells ( Figure  3 ). Immunohistochemical studies revealed that a great majority of cells exhibited strong immunoreactivity for Smooth Muscle Actin (Figure 3 clinically well and there has been no evidence of recurrence at four months follow-up.
DISCUSSION
Konwaler, Keasbey and Kaplan were to first to coin the term 'pseudosarcomatous fibromatosis' or 'fasciitis' describing a benign lesion that was frequently incorrectly treated as a sarcoma due to its rapid growth and atypical histology. 4, 5, 7 Over the next few decades, 'infiltrative fasciitis', 'nodular fibrositis' and 'subcutaneous fibromatosis' as well as 'nodular fasciitis' have been used to describe a similar disease entity. 3, 8 The three main forms of nodular fasciitis are subcutaneous, intramuscular and fascial. 1, 3, 9 Although the occurrence of an intramuscular nodular fasciitis is not unknown, there have only been three cases of intraneural nodular fasciitis reported in the current literature.
1,2,4,10 Two have presented within the ulnar nerve, with the other involving the sciatic nerve. 1, 2, 4 In contrast, this is the first reported case of nodular fasciitis presenting simultaneously within a nerve and muscle. Due to its infrequent occurrence, most clinicians do not consider nodular fasciitis in the differential diagnosis of peripheral nerve tumours, commonly mistaking it for a schwannoma, neurofibroma or perineurioma. 11, 12 Considering the possibility of intramuscular or other soft tissue lesions, the differential diagnosis also includes lipoma, fibroma, and sarcoma. On MRI, it typically presents slightly hyperintense to skeletal muscle on T1-weighted images and hyperintense on T2-weighted images with fat saturation. 3 The lesions are frequently round to oval and are commonly under 4.5 cm. 13 More recently, there is some support for the use of positron emission tomography (PET) with 18 F-fluorodeoxyglucose contrast in discriminating between benign and malignant lesions. 9 The limited uptake of the contrast by normal tissue makes interpretation easier. 9 However, due to its high costs and the lack of PET scanners at many institutions, it is not always feasible. 9 Histopathological features of nodular fasciitis include cellular myofibroblastic proliferation arranged in short interweaving fascicles, with myxoid stroma, scattered inflammatory cells, and frequent mitoses. 3, 5, 6, 9 These findings in the context of a rapidly growing mass can lead to a misdiagnosis of a sarcoma. 3, 5, 6, 9 Consequently, the misdiagnosis of this tumour on frozen section as a more malignant lesion can result in excessively aggressive surgical resection and possible nerve and muscle dysfunction. 4 Expert opinion advocates function-sparing excision as optimal treatment. 1, 8 Since the course of this lesion is benign and selflimited, it is also reasonable to simply monitor its course in asymptomatic cases through serial imaging. 1, 2, 8 However, the concern for malignancy commonly results in diagnostic surgery. In those cases, excisional biopsy is recommended and examination of the histological sections by an experienced pathologist is required to make the diagnosis. 1, 4, 5 Given the benign nature and less than two percent recurrence rate of nodular fasciitis, it may be reasonable to stop regular follow-up post total resection. 2 Peripheral neurogenic tumours include neurofibromas, schwannomas, intraneural perineurinomas and malignant nerve sheath tumours. Neurofibromas are benign nerve sheath tumours that most frequently occur in the second decade of life and equally amongst genders. 14 The localized variety, the most common form, is not linked with NF-1 and can manifest as a solitary lesion involving a deep nerve.
LE JOURNAL CANADIEN DES SCIENCES NEUROLOGIQUES
14 On MR imaging, these tumours demonstrate low to intermediate signal intensity on T1-weighted images and high signal intensity on T2-weighted images, respectively.
14 Contrast enhancement is seen in the majority of cases.
14 Schwannomas are benign nerve sheath tumours commonly presenting in adulthood with no gender bias.
14 They typically appear as solitary, non-painful, fusiformshaped lesions occurring in the head and neck region as well as major nerve trunks.
14 They are typically difficult to distinguish from neurofibromas on neuroimaging as they have similar characteristic features.
14 One helpful distinguishing feature is its relation to the parent nerve: schwannomas appear more eccentrically while neurofibromas tend to occur centrally. 14 Intraneural perineurinoma is a benign neoplastic proliferation of perineurial cells that is associated with trauma but not currently shown to be related to neurofibromatosis. 11 It typically occurs in early adulthood as a slow-growing and painless mononeuropathy. 11 Since it is a rare and relatively recently studied lesion, the lack of evidence prevents making further definitive statements about this disease entity. Malignant peripheral nerve sheath tumour arises from nerve or neurofibroma, is typically discovered in adulthood and is associated with NF-1 in up to 50% of patients. 14 They commonly involve major trunks. 14 Pain and neurological deficits are more commonly associated than in benign tumours.
14 Although, neuroimaging provides limited value in differentiating this malignant type, large tumours (>5cm), heterogeneity, poorly defined borders and invasion all favour this diagnosis.
14

CONCLUSION
Nodular fasciitis involving the nerve is a relatively recently reported occurrence. This is the first reported simultaneous occurrence in muscle and nerve. It is prudent to consider this diagnosis in the differential whenever an atypical case of sarcoma, schwannoma or neurofibroma is encountered.
